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ABSTRACT
Background: Interprofessional teamwork and communication training have entered the healthcare education setting, mainly
investigated through surveys. However, little is known about the student’s perceptions in more depth. The aim of the study was to
investigate healthcare students’ perspectives and attitudes towards interprofessional communication in a simulation-based training
session.
Methods: The study was designed as an explorative case study based on qualitative content analysis. Data was based on
observation of two simulation scenarios (“Internal Bleeding”, “Huddle”) and analysis of debriefing sessions with a sample of 48
nursing and medical students in Norway. The study was conducted in May 2013.
Results: We found that interprofessional communication was characterized by two main features: clinical exchange and
collaborative exchange. While clinical exchange is “objective” and dependent upon clinical information, clinical skills, and
standardized tools and procedures (e.g. SBAR), collaborative exchange is less “formal” and relies on dialogue, cross-disciplinary
knowledge and role identity. Students seem to direct most of their attention to clinical exchange, while the patient perspective
seems less explicit in the training session.
Conclusion: Exploring the student perspective of interprofessional communication has the following implications for the design
and implementation of simulation-based training sessions: (a) to balance clinical exchange and collaborative exchange, (b) to
introduce patient-centered exchange, and (c) to contextualize standardized communication tools such as SBAR.
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1. INTRODUCTION
There is a growing consensus that interprofessional team-
work is crucial for fostering healthcare performance and for
minimizing adverse events.[1–8] Against the backdrop of com-
plex clinical procedures, teamwork is believed to play a key
role in preventing adverse events by means of sound com-
munication, leadership, workflow, and awareness of risks.[3]
Following this, healthcare providers adopt different training
efforts to ensure that teams are working and communicat-
ing according to predefined protocols. One such effort is
∗Correspondence: Ingunn Aase; Email: ingunn.aase@uis.no; Address: University of Stavanger, Department of Health Studies, NO 4036 Stavanger,
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the deployment of critical event training and simulation, us-
ing standardized communication protocols.[9] The focus on
stringent communication has generated several new tools,
including the situational briefing tool SBAR (Situation, Back-
ground, Assessment and Recommendation – is designed to
function as a checklist and to structure the team’s exchange
of information[10]). Marshall et al.[11] and others have pub-
lished compelling evidence in favor of SBAR, stating that
using a structured method improves communication such as
a telephone referral in a simulated clinical setting.
1.1 Background
As part of the training efforts, several authors point to the ben-
efits of interprofessional team training[12–14] by documenting
positive effects on attitudes and knowledge as well as im-
proved team performance and patient care after simulation
training.
Other researchers, however, have cast doubt on the cost-
effectiveness of such efforts and questioned the clinical and
patient outcomes of the training, asserting that the research is
not yet conclusive.[15, 16] One reason might be biases; when
asked immediately after a training session, participants are
inclined to overrate its value. After reviewing the literature,
McCulloch et al.[15] conclude that there is some evidence for
training interventions targeted at improving teamwork.
Interprofessional teamwork training efforts have entered the
healthcare education setting under the heading of interpro-
fessional education (IPE).[7] To date, the student perspective
on interprofessional communication and teamwork has been
investigated mainly through pre- and post-training surveys.[4]
In this study, we wanted to explore the students’ perceptions
in more depth, and carried out observations and analysed
debrief conversations in a simulation-based training session
for nursing and medical students. The study is set in Norway
where the Ministry of Education has instructed educational
institutions to include interprofessional team training as part
of the nursing and medical education.[17] To develop effec-
tive interprofessional training sessions, we surmise that the
perspectives of the users (i.e. the students) constitute an
important source of information.
1.2 The study aim
Against this backdrop, the present study aims at describing
the student perspective on interprofessional communication,
in order to improve the design of future interprofessional
teamwork training efforts. In particular, we wanted to inves-
tigate the students’ perceptions of standardized communica-
tion tools such as SBAR. The following research questions
have guided this study:
(1) What characterizes interprofessional communication
among nursing and medical students in a simulation-
based training session and how do students describe
it?
(2) How do nursing and medical students perceive the use
of SBAR in a simulation-based training session?
2. METHODS
The study is designed as a qualitative exploratory case
study.[18] The case is defined as the interprofessional training
session with participants from a Norwegian nursing faculty
and medical faculty. The exploratory case study is seen as
a suitable design for gaining in-depth knowledge of a little-
known phenomenon. The phenomenon under study here is
interprofessional communication among nursing and medi-
cal students and the students’ experiences with a structured
communication tool.
2.1 Case context: A simulation-based training session
The simulation-based training session for interprofessional
communication was designed based on standard simulation
principles using preparation, demonstration, briefing, simu-
lation, and debriefing as the main phases.[19] The training
session was designed according to two simulation scenarios:
“Internal Bleeding” (S1) and “The Huddle” (S2). All stu-
dent groups conducted both scenarios. Table 1 displays the
key components of the training session, including pre- and
post-simulation activities.
The booklet given to the students prior to the training session
was developed by an interprofessional group consisting of a
medical doctor, a nurse, and a researcher (first author). An ex-
tended interprofessional group designed the training session,
recruited the students, and conducted the SBAR demonstra-
tion. The facilitators – a physician in S1 and a nurse in S2 –
were experienced clinicians in emergency medicine (S1) and
surgical care (S2).
In the S1 scenario, the internal bleeding, the clinical observa-
tion elaborated that a female patient who has just undergone
laparoscopic surgery for removal of ovarian cysts, felt cold
and complained about increasing pain (simulation briefing).
Later, the patient – represented by a manikin (SimManTM,
Laerdal, Stavanger, Norway) – showed additional symptoms
indicating internal bleeding and an increasing degree of hypo-
volemia (during simulation), after which the scenario should
ensue with diagnosis and treatment. In the briefing prior to
the simulation, in addition to informing the student groups
about the patient conditions, equipment, and facilities, the
student groups were encouraged to use SBAR.
The S2 scenario, the huddle, emulated events occurring dur-
ing the meeting arranged prior to daily ward round. The
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facilitator acting as a “night nurse” briefly reported the status
of three patients. The student groups were expected to plan
the ward round, when shortly after, another nurse reported
that the condition of one of the patients was deteriorating.
Requested to use SBAR, the student group had to organize
appropriate interventions.
Table 1. Key components of the simulation-based training session
 
 
Training component Timing Contents Purpose 
Booklet to the students 
One week prior to the 
training session 
Introduction to SBAR, and 
interprofessional teamwork 
Introduce the students to the main 
purpose of the training session 
Demonstration of SBAR 
At the start of the training 
session (15 minutes) in 
plenary  
Two facilitators – a nurse and a physician – 
role-played a poorly conducted SBAR 
conversation followed by a best practice 
SBAR conversation 
Raise the students’ awareness of SBAR 
and how to conduct it, and develop a 
representation of the learning goals  
Simulation briefing related 
to facilities and equipment 
for the two scenarios  
20 minutes  
To familiarize the student groups with the 
simulation setting  
Ensure that students are familiar with 
the simulation setting and how to use the 
simulator as a technical device 
Scenario briefing related to 
patient conditions and 
logistics for the two 
scenarios respectively   
5 minutes 
To familiarize the student groups with the 
scenarios and the SBAR tool 
Ensure that students are familiar with 
the patient case(s) in the scenarios, and 
that they are aware of SBAR 
Simulation, “Internal 
bleeding” (S1) or “Huddle” 
(S2)  
15-20 minutes 
A facilitator ( physician in S1 and nurse in 
S2) supervised the interprofessional 
student groups through the simulation 
To conduct the scenario according to 
best practice as layed out in preparation, 
demonstration, and briefing; and to 
create a common experience episode 
that can be debriefed later 
Debrief related to 
interprofessional 
communication for S1 and 
S2 respectively 
20-45 minutes 
The facilitators steered the group 
conversations to capture learning points 
and consider improvements 
To inspire the students to discuss and 
reflect upon interprofessional 
communication and the use of SBAR 
 
During the simulation and ensuing debrief, the facilitators
supervised the student groups in each scenario, mainly to
ensure that the students covered the pre-defined learning
outcomes related to interprofessional communication and
SBAR. The 20- to 45-minute debrief sessions were designed
to stimulate interprofessional reflection and discussion in a
semi-formal setting.[19–21] The facilitators could ask ques-
tions about challenges in conducting the scenario, using the
SBAR, and student communication, and to ensure that all
students participated in the discussion.
2.2 Participants and data collection
Over a two-day period in May 2013 a total of 48 students (8
groups) conducted 16 simulations (S1 and S2). Each group
had 3-4 medical students (Faculty of Medicine, university 1)
and 2-3 nursing students (Nursing School, university 2), a
total of 5-7 students in each group. The nursing and medical
students were in their third and fourth year, respectively; at
a stage where they were expected to have had some experi-
ence with interprofessional communication in clinical work.
Medical students assumed the role of physicians and nursing
students assumed the role of nurses in charge of the patient.
Two or three students were observers and the observer role
rotated between students in each scenario. A total of 26
medical students (16 female and 10 male, age range: 20 - 30
years) and 22 nursing students (19 female and 3 male, age
range: 20 - 45) participated in the study.
The debrief sessions constituted the main data material of
the study. Debrief sessions were audiotaped. Moreover, the
first and last authors were observers, taking field notes ac-
cording to an open observation guide addressing topics such
as communication patterns, roles, leadership and responsibil-
ity. Field notes were collected during the simulation and the
researchers consulted the notes during data analysis.
2.3 Ethical approval
The study was approved by the two universities (medicine
faculty, university 1 and nursing school, university 2), the
hospital in which the students were enrolled in their prac-
tice periods, and the Norwegian Social Science Data Service
(NSD) (No34416). All participants were informed of the
objective of the study and that they were free to participate
or withdraw from the study at any point without any neg-
ative consequences. Participants gave written consent to
be involved in the study and for the debriefing sessions to
be audio-recorded. All data were coded to prevent person
identification.
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2.4 Data analysis
The data consisted of transcribed audio recorded files of
the debrief sessions (138 pages), in addition to transcribed
field observation notes (8 pages). The transcribed debrief
data was subjected to content analysis to conceptualize the
perspectives of the students.[22, 23] The content analysis pro-
gressed inductively from meaning units to categories and
themes. Following Graneheim and Lundman,[23] Miles and
Huberman[24] and Polit and Beck[22] a latent analysis at an
interpretative level was performed by the authors in order to
ensure a broad and valid analysis of the data. Table 2 dis-
plays the analytical steps from condensed meaning units to
categories to theme for one of the main themes, collaborative
exchange. The analysis was inductive in the sense that the
main themes were distilled from data rather than adapted
to established theories. Field observation notes were used
as a basis for the descriptive parts of the results, explaining
how the interprofessional communication proceeded in the
simulations.




Theme  Collaborative exchange   
Categories Team dialogue Cross-disciplinary knowledge Identity and roles 
Condensed meaning units 
Chatting and asking each other 
questions 
No knowledge of nursing tasks 
Nurses are anxious when 
calling the physician 
Meaning units 
I found it very useful that both 
student groups [nursing, medical 
students] chatted and asked each 
other questions and that the 
dialogue bounced back and forth 
I had no idea what the nurses are 
doing, I would like to know more 
about it, though 
I feel anxious when calling 
the physician, but the 
feeling tends to diminish 
after a while, especially 
when you have a checklist 
to guide you 
 
All data were jointly coded by the authors IA and BSH, and
any disagreements were solved through discussions with
author KA.
3. RESULTS
By observing and analyzing interprofessional communica-
tion between nursing and medical students in a simulation-
based team training session, we have identified differences
in communication related to how students perceive the ex-
change of clinical information (research question 1), the team
dialogue (research question 1), and the use of standardized
communication (SBAR) (research question 2). In the follow-
ing, we will present our findings under the two main themes
of clinical and collaborative exchange as features of inter-
professional communication amongst nursing and medical
students.
3.1 Clinical exchange
The perspective of clinical exchange reflects the prevailing
view of healthcare treatment and care as dependent on pre-
cise clinical information. In conducting the simulation sce-
narios and in the debrief sessions, students seem to direct
their attention towards clinical information, also solicited
by the simulation facilitators. The students tightly linked
clinical information to medical treatment and “vital signs”,
conceptualizing the patient from the position of an external
observer, emphasizing physiological and quantitative infor-
mation needed to “repair” and “control” the patient. In the
simulation scenarios, the clinical information conveyed mea-
sures of blood pressure, body temperature, heart frequency,
etc. In addition, the SBAR-procedure was categorized as
clinical information due to its focus on clinical parameters
such as blood pressure, heart rate, body temperature and
respiration rate. As a matter of terminology, the students
often used the term “parameters” interchangeably with clini-
cal data measured and maintained by the nurses, who used
paper-based data sheets.
Cognizant that miscommunication could lead to patient in-
juries, many students emphasized the need for accurate clin-
ical information exchange. Still, the debrief data unveiled
examples of insufficient and misunderstood clinical commu-
nication. The medical students were persuaded to attribute
communication failures to the nursing students’ supposed
inaccuracy and evasiveness. As one medical student com-
plained:
I dislike when the nursing students excuse
themselves; I want concise and accurate infor-
mation. (Medical student, S1)
Another medical student stated:
I tried to ask specific questions that could be
responded in a clear manner. If the nurse has not
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measured CRP (C-reactive protein) it is better
to just say so. If she starts to defend herself, it
takes too much time. (Medical student, S1)
The following dialogue presents another shortcoming of clin-
ical communication:
I did not know that the patient had been in
good shape only ten minutes earlier. The nurs-
ing student should have expressed this important
information more clearly. (Medical Student, S1)
Yes, I should have mentioned this, but it did
not strike me at the time (Nursing student, S1)
I should have asked you; I guess we are both
to blame. (Medical student, S1)
Obstacles to clinical communication were frequently but not
always rooted in professional and hierarchical differences,
meaning that nursing and medical students have different
understandings of work tasks and priorities and that nursing
students look at medical students as higher in the hierarchy.
The debrief data showed that nursing students sometimes
found it difficult to comprehend the report delivered by an
experienced “night-nurse” at the start of the simulations. The
reasons were related mainly to time constraints.
Closely linked to the clinical exchange is the use of stan-
dardized communication tools, in this case SBAR and a
paper-based data sheet hosting the “parameters”. The use of
SBAR varied from one simulation group to another and the
communication tool was only partly exploited (observations,
S1, S2). The variations pertained to the degree of SBAR use,
and to the SBAR elements that were in use. In one group
the students never attempted to utilize SBAR at all, even if
this was one of the objectives of the simulation. When asked
whether they had thought of using SBAR they responded as
follows:
No, I did not (Nursing student 1, S2)
Neither did I (Nursing student 2, S2)
I thought about it briefly, but I did not feel
we had so much to say to each other (Medical
student, S2)
Others found the SBAR too complicated to use:
I could not remember all the sub-headings of
SBAR, but I believe I got through with the most
important ones. It is useful because it forces you
to systemize your thoughts. (Medical student,
S1)
Even when SBAR was successfully adopted, there were still
mistakes and misunderstandings. In a potentially adverse
incident the identity of two patients was mixed. A patient
referred to as “number 2” was in fact not as such on the list
of patients, however, she occupied bed No 2 (Observation,
S2). In the following debrief the error was discussed and
the students tried to explain the situation by referring to it as
“something that can happen”.
The following dialogue underscored the student perceptions
of benefits and challenges with using SBAR as part of the
clinical exchange:
My first reaction was that I will never be
able to remember all the 20 points, but the four
major SBAR points I can manage. I feel it is
okay to relate four such points. . . It may be an
issue of training, it is good to follow a logical
sequence. (Medical Student, S1)
Yes, it is good to have, because when I am
stressed there are many things floating around
in my head. With SBAR I experience a sense of
control, even if I may not have it, but I have at
least some control of what to tell the physician,
in a clear and concise manner. (Nursing student,
S1)
Other students emphasized that the SBAR formalism should
be attuned and downscaled to suit the situation at hand:
It is useful, but at first we thought it was im-
possible to remember like 120 points, but then 4
key points are okay, the rest we can we find on
the data sheet. (Nursing student, S2).
We won’t always follow it; it depends on the
problem. If the patient for example suffers a sim-
ple injury to his foot, SBAR is too complex. But
we can properly use it in most cases – of course
it depends on whether the other team members
know the patient or not. (Medical student, S2)
The students’ perspectives of the patient in the simulation
scenarios was difficult to grasp in data pertaining to both
observations and debrief sessions. Interwoven and latent, the
issue sometimes surfaced in statements related to clinical
information:
I felt I needed new data [the parameters], but
I did not want to ask the nurses. I find it hard to
ask them to leave the meeting for acquiring the
parameters. (Medical student, S2)
You should have asked; we are here for the
patients. (Nursing student, S2)
In another situation, a nursing student expressed a desire for
clinical information to pass on to the patient:
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I got information from the physicians, re-
garding what X-ray they were planning to ob-
tain, which turned out to be a chest X-ray. It was
good to know since I then could tell the patient
what would happen. (Nursing student, S1)
3.2 Collaborative exchange
The perspective of collaborative exchange reflects the view
of healthcare treatment and care as dependent on team efforts
and interprofessional communication. While the students
often understood the communication associated with clinical
exchange as instructions, they saw collaborative exchange as
an invitation to discuss in order to reach consensus on the ac-
tions taken by the student group in the simulation scenarios.
This included a more general and less formal dialogue among
student group members than the one associated with clinical
information. Data belonging to the theme of collaborative ex-
change were predominantly linked to the simulation scenario
S2 (“The Huddle”). It is possible that the S2 scenario in itself
was designed as a planning and communication arena.
Maintaining a broad team dialogue that might sometimes
spill over in informal chatting was perceived as a fundamen-
tal feature of successful interprofessional communication
in the simulation scenarios. The contents of the dialogue,
the form, and the “tone” of the dialogue were seen as vital
components of collaborative exchange as exemplified by the
following conversation:
I found it very useful that both student
groups [nursing, medical students] chatted and
asked each other questions and that the dialogue
bounced back and forth. (Medical student, S2)
We may have been a bit unstructured. (Nurs-
ing student, S2)
Students reflected on instances where lack of dialogue im-
paired team performance. Unaware that the nursing student
had just checked the patient, a medical student examined the
patient himself. During the following debrief the participants
explained the situation:
I wanted to see the patient myself. (Medical
student, S2)
Yes, but if the patient was unconscious, it
would have been the first thing I told you. (Nurs-
ing student, S2)
Oh yes, we must ask each other more often.
(Medical student, S2)
In some instances the medical students – out of politeness or
concern for the nursing students refrained from asking them
questions. A nursing student emphasized that the nurses’
data and measurement was not always updated, and that
if the measurements have not been obtained,
the physician should not be afraid of asking.
(Nursing student, S2)
The interprofessional dialogues between nursing and medical
students in the simulation scenarios, and in the debrief ses-
sions documented the importance of chatting, trust, frankness
and information relevance for the collaborative exchange to
be effective. In these informal team dialogues clinical ex-
change was often embedded indirectly by reference to, for
example, the measured “parameters”. In the same vein, the
patient perspective in some occasions could be referred to in
the team dialogues. As one nursing student stated:
We should have discussed this together. We
are supposed to improve the situation for the
patient. (Nursing Student, S2)
The effectiveness of the collaborative exchange also seemed
to rely on a minimum of cross-disciplinary knowledge across
nursing and medical students involved in team training. In
the current training session context, this requirement seemed
flawed. Medical students expressed concerns that a lack of
knowledge regarding the nursing tasks and practices could
hamper the team dialogue. A medical student conceded that
I had no idea what the nurses are doing, I
would like to know more about it, though. (Med-
ical student, S2)
Another medical student stated that:
I was unaware of the nurses’ time sched-
ule and workload, the patient to nurse ratio, etc.
(Medical student, S2)
In contrast, nursing students were inclined to overrate the
medical students’ insights into the practical aspects of nurs-
ing, and found it difficult to accept that the medical students
were unfamiliar with the graphs and datasheets maintained
by the nurses. Some of the medical students did not even
know that the nurses maintained such data sheets. A medical
student conceded that
I did not know that a data sheet with back-
ground information existed. (Medical Student,
S2).
The lack of cross-disciplinary knowledge also seemed to be
reinforced by professional boundaries related to identity and
roles indicating uncertainty and traditional role hierarchy. A
nursing student remarked:
I was also certain that it was an intra-
abdominal bleeding, but I did not dare to say
it because it is the physicians who make the
diagnoses. (Nursing student, S1)
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Some of the nursing student admitted feeling uncertain and
afraid when calling a physician. As one student stated:
I feel anxious when calling the physician,
but the feeling tends to diminish after a while,
especially when you have a checklist to guide
you. (Nursing student, S1)
Not wanting to be intimidated, some medical students ex-
pressed similar concerns regarding contacting more experi-
enced colleagues, usually physicians, but occasionally nurses.
Planning and discussion tended to happen in parallels in nurs-
ing and medical student sub-groups respectively, rather than
across disciplines. A nursing student explained:
When we received the report of the night
nurse, I said that if you care for patient number
1, I will attend to the two other patients. So
we nurses had already organized a little, but we
knew nothing about the physicians. I assumed
they had their own system. (Nursing student,
S2)
4. DISCUSSION
In this study we have established the characteristics of in-
terprofessional communication among nursing and medical
students in a simulation-based training session analyzed ac-
cording to the two themes of clinical exchange and collabora-
tive exchange. The two themes are interrelated but also hold
unique characteristics. While clinical exchange is “objective”
and dependent upon clinical information, clinical skills, and
standardized tools and procedures (e.g. SBAR), collabora-
tive exchange is less “formal” and relies on dialogue, cross-
disciplinary knowledge and role identity. Students seem to
direct most of their attention towards clinical exchange while
still valuing the more informal dialogue and discussion el-
ements of collaborative exchange. The patient perspective
seems less explicit in the training session as observed in the
simulation scenarios and in the debrief sessions. Overall,
focusing on the students’ perspectives of interprofessional
communication has several implications for the design and
implementation of simulation-based training sessions across
the nursing and medicine specialties. Below we will address
the most vital issues.
4.1 Balancing clinical exchange and collaborative ex-
change
In the reported study the current training session contained
two simulation scenarios, Internal Bleeding and the Huddle,
facilitated by an experienced emergency medicine physician
and an experienced surgical care nurse, respectively. It was
perhaps inevitable that interprofessional communication in
the Internal Bleeding scenario and debrief was characterized
by clinical exchange while communication in the Huddle
scenario and debrief was focused on collaborative exchange.
A recent study of different stakeholder groups’ (students,
university faculty, hospital staff) views on interprofessional
training in the same Norwegian case context found similar
requirements for balancing clinical professionalism (clinical
exchange) and team performance (collaborative exchange)
contingent on the students’ background and the learning
objectives.[25] Stakeholders furthermore voiced concerns re-
lated to how communication issues, collaboration and work-
flow could be reflected in interprofessional training. This
indicates that training elements pertaining to collaborative
exchange might be more challenging to design and require
different simulation scenarios from the acute setting tradi-
tionally used in most healthcare training efforts.[26, 27]
Fostering collaborative exchange in the training session re-
quires some generic principles among the students such as
trust and cross-disciplinary knowledge. Our analysis un-
veiled that communication within the student groups was
obscured by a lack of such cross-disciplinary knowledge. On
the one hand, medical students’ understanding of nursing
and nursing capabilities revealed gaps. Nursing students on
the other hand revealed attitudes that distorted their ability to
“speak up”. Previous research within simulation-based team
training has documented a positive effect of “speaking up”
on team performance.[28]
The issue of “being afraid of each other” as displayed in the
study results may refer to traditional patterns of professional
roles still prevalent in health care teams,[29] influencing the
participants’ predisposition to communicate freely and share
responsibility, both of which are the pillars of teamwork.[30]
Healthcare education must thus ensure that students practice
in an environment where they reach their full potential,[31]
meaning that nursing students should be prepared to work
in ways that prepare them for clinical decision making and
that medical students should increase their knowledge level
of nurses’ competencies.
To be able to tailor for these basic principles the role of
the facilitators becomes crucial.[32, 33] In our study the In-
ternal Bleeding scenario was facilitated by an experienced
emergency medical physician and the Huddle scenario by an
experienced surgical care nurse. Uni-professional facilitation
might run the risk of protecting already existing role identity
and behavior amongst the students. It might therefore be
beneficial in future training efforts to test interprofessional
facilitator teams (nurse, physician) and their effect on inter-
professional communication among students.
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4.2 Introducing patient-centered exchange
Introducing patient-centered exchange in interprofessional
training implies that participants (students, healthcare staff)
would identify with the patient as the center of attention.
The patient perspective has received abundant attention in
the literature[34, 35] understood communication-wise as lend-
ing a voice to the patient and speaking on his/her behalf.
In the observed simulation scenarios and debrief sessions
patient-centered exchange was not a salient characteristic of
the interprofessional communication in the student groups.
Although the patient’s interests were brought up regularly
by the nursing students – and sometimes by the medical
students – patient-centered exchange was often latent and
partly interwoven in the clinical exchange or the collabora-
tive exchange. One reason for the latent presence of patient-
centered exchange in the training session might be that “real”
patients were not present in the simulation scenarios. The
Internal Bleeding scenario used a manikin while in the Hud-
dle scenario imaginary patients were discussed in the pre-
ward round meeting. To better introduce patient-centered
exchange as part of interprofessional simulation-based train-
ing, the use of standardized patient (SP)/ or role-plays (low-
fidelity) including patients should be considered.[36]
4.3 Contextualising standardized communication tools
While the students in the current study were generally sup-
portive of the standardized SBAR format, the student groups
clearly struggled with applying the communication tool to
it’s full extent, suggesting the protocol should be simplified
and attuned to the situation at hand. SBAR being developed
for structured communication in acute setting[10] needs to be
contextualized to the clinical situation at hand or as one of the
students eloquently formulated it: “It depends on the prob-
lem”. In fact, some student groups have already embarked
on a strategy of SBAR modification during the simulation
session.
Furthermore, the attempt to introduce SBAR by providing
a brief theoretical introduction with instructions for the stu-
dents to follow the procedure, failed to encourage use of
the communication tool. This suggests that SBAR should
be introduced using a more extensive process, preferably
by prolonging the training. This finding resonates with the
results discussed by McCulloch et al.,[15] advocating for a
higher intensity of training interventions such as the SBAR
tool.
4.4 Limitations
Designed as an explorative case study with a limited sample
of 48 students and two simulation scenarios, the implications
of this study should be interpreted with caution. Nevertheless,
the lack of in-depth knowledge of the student perspective on
interprofessional communication warrants the importance of
the study results which should form an important basis for
broader implementation studies of interprofessional student
training.
The use of single uni-professional facilitators in the simu-
lation scenarios and the following debrief sessions might
have affected the students’ behavior, openness, and opinions
of interprofessional communication. For future training ef-
forts we would therefore suggest interprofessional facilitator
teams.
In observing the simulation scenarios and the debrief sessions
observer bias might have affected the data collected.[18, 20]
This was compensated for by using two experienced ob-
servers following an agreed-upon observation guide, and by
following an extensive collaborative approach amongst three
of the authors in analyzing the data.
The students had only one day with simulation-based training
in interprofessional communication, meaning that the results
could have been different if the training been conducted
regularly throughout their study period.
5. CONCLUSION
By observing and analyzing a simulation-based training ses-
sion for nursing and medical students, we have shown that
the interprofessional communication can be characterized
using clinical exchange and collaborative exchange. Patient-
centered exchange was latent and largely missing in the
communication. We surmise that effective interprofessional
communication training amongst healthcare students relies
on balancing issues of clinical exchange and collaborative
exchange and at the same time introducing more traits of
patient-centered exchange in the training.
The use of standardized communication tools in interprofes-
sional training seems to be highly related to clinical exchange.
Using SBAR in the current study was only partly successful
according to the students who requested modifications of the
protocol to suit the situation and the complexity at hand.
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